population sample, and found that although there were 'a wide variety of clinically meaningful scales reliable for use with patients ... most of these proved unreliable in the general population sample' (my italics). One of the explanations advanced for this finding was a 'too exclusive focus on extremes of symptomatology that are rare in general populations'. In a later paper, Dohrenwend and his colleagues'4 drew attention to the same problem occurring with the Present State Examination. They cited the findings of Wing et al. ' 5, who studied the difference between depression in the community and in patient samples. Of psychiatric inpatients or outpatients categorized as depressed according to the PSE, more than 80% met the Feighner criteria4 for definite or probable depression. In contrast, only 13% of the community respondents categorized as depressed by the PSE satisfied the Feighner criteria. Dohrenwend et al. ' 4 noted that the findings demonstrated that the PSE and its associated index of definition 'clearly are not measuring the same thing in general population samples as in samples of psychiatric patients'.
It is clear, therefore, that criteria for psychiatric case definition and diagnosis need to be developed, refined and selected in the context of a specific research or clinical objective"6. Thus Effects of chronic illness on the child's intellectual development
The pattern of childhood disease has changed dramatically over the last few decades. Increasingly sophisticated medical treatment has enabled children with once fatal diseases, such as leukaemia or cystic fibrosis, to experience relatively long-term survival. In other instances, children with extremely severe forms of handicap, including those with congenital abnormalities, can also be treated1'2. Such chronic conditions affect some 10-12% of the school-age population3'5. In all cases there is no available cure, but children can be maintained in a relatively stable condition. All such children lead an uneasy existence. On the one hand, they are required to undergo routine and often painful treatments and attend hospital regularly. On the other hand, they are also expected to attend school and lead as normal a life as any other child. It is natural to ask how successfully such children are able to achieve this. Much research points to the fact that chronically sick children are at some risk in terms of their intellectual, social and personal development as a consequence of the disease6. A child's success in school and IQ score are often taken as indicators of the degree to which a disease has compromised development generally. Concentration on these measures rather than on those of social skill or personality can be attributed to the wider availability of acceptable tests of IQ and school achievement, rather than any theoretical reason why IQ should be affected. Research has nevertheless been quite consistent in indicating that chronically sick children tend to have normal or slightly below-normal IQ scores, and in addition substantially reduced scores on tests of achievement, especially reading. Studies have all reached these conclusions. Results with children with asthma are more contradictory. Some studies point to children with asthma having slightly higher than average IQ scores" -13, and these results would seem to support the stereotype of the 'studious' asthmatic child. A more recent survey by Anderson and colleagues'4 showed that school absence had no measurable effect on the child's reading age, but did adversely affect social and emotional behaviour.
In each of the above instances it is difficult to point to a specific reason for the lowered scores, since the diseases are not generally thought to affect 0141-0768/86/ 010002-03/$02.00/0 01986 The Royal Society of Medicine the central nervous system. Even so, Ack et al.7 tried to account for the fact that children developing diabetes before 5 years of age had scores lower than healthy siblings while those developing the disease after 5 years did not differ from their siblings, by suggesting that some biochemical damage was done to the developing brain. It is possible that consistently high blood-sugar levels or hypoglycaemic attacks may have negative implications for brain function, but no systematic studies have been conducted.
In other diseases it is apparent that either the disease or its treatment may adversely affect the brain. This is well-documented in the case of epilepsyI5.
Much work with children with leukaemia suggests that radiation treatment, either alone or in conjunction with methotrexate, may be implicated in the subsequent difficulties these children sometimes develop at school'.
While disease and treatment may contribute to such changes in children's functioning, these factors cannot be considered the only ones. It is unlikely that it will ever be possible to attribute a single cause for these findings, and several contenders have been cited. School absence is perhaps the most often quoted. Rutter'6 has made the point that frequent short periods of missed schooling are likely to be more damaging than one extended absence, and this is more likely to be the experience of many chronically sick children. School may be missed through illness, hospital appointments, side effects of treatment, or even through a fear of infection from other children.
A second variable is likely to relate to teacher attitudes towards the sick child. Despite the classic studies of Rosenthal and Jacobson"', the implications for the chronically sick child of qualitative changes in teacher-pupil interaction have not been systematically investigated. Graham et al. ' 8 have shown that teachers experience little of relevance in their training, and Fitzherbert'9 has elaborated on the reticence teachers often feel about being involved in an aspect of child care which they consider to be more the domain of social workers than teachers. Thomas20 has argued that teachers have many reservations about dealing with sick or handicapped children. In a survey of 147 experienced primary and secondary school teachers, Eiser and Town (in preparation) asked teachers about their knowledge and attitude towards childhood disease. Most were very poorly informed about the cause, treatment and implications of chronic disease, and were especially anxious about how to handle medical emergencies in the classroom (notably asthma attacks and epileptic fits). These practical concerns seemed to be central in their handling of the sick child. In addition, the teachers expressed concern about how far such children should be expected to participate fully in the school curriculum. This attitude in itself is likely to contribute to the child's slower than expected progress.
A third factor relates to the status of the sick child among peers. Very little is known about how well integrated sick children are into ordinary schools, or how they handle other children's questions about the disease and treatment. Low Guat Tin and Teasdale2' found that children with spina bifida are approached less and involved in games less than healthy children, and concluded that they are less acceptable to peers. Whether such effects would also occur for children with less obvious handicaps is really not known.
Preoccupation with identifying the cause of under-achievement in sick children has clouded some of the more important issues. Children with chronic diseases are not a homogeneous group, and future research needs to look more closely at the characteristics of those who do under-achieve in comparison with those who manage a more normal pattern of intellectual growth. It is also clear that children with a single disease can have vastly different experiences. In some cases, a disease can be relatively well controlled after the initial diagnosis phase; in other cases, children may experience a variety of setbacks and continuing ill health. Little can be gained by considering all such children within a single category. There has also been an over-reliance on IQ scores. For many purposes, IQ scores are not sufficiently sensitive to the subtle changes in intellect that might be expected throughout the course of a disease22. In the long-term, too, what is perhaps of most importance is the child's success in public exams or ability to hold down a satisfactory job. With few exceptions23'24 little is known about long-term prospects for the chronically sick.
In the short-term, there is perhaps enough evidence to suggest that chronically sick children are at some risk in terms of normal intellectual development, and that some preventive action is therefore justified. Remedial help should be available for all chronically sick children once the immediate crisis is over. In addition, psychologists should be well placed to ensure that some of the stigma attached to these diseases which colour the expectations of teachers and parents can be alleviated. Families need help in understanding the positive benefits that can accrue for a child in attending school, emphasizing not only the academic but also the social advantages. Both Lansky et al. 25 and Spinetta et al.26 have pointed out that it may be difficult for parents to separate from a chronically sick child, and it may often be necessary to provide help in this respect. Teachers, too, should not be expected to accept the chronically sick child into the classroom without basic medical information about the condition and its implications. They also need to be kept informed about changes in the child's condition. Since parents often cannot provide all necessary information, more efficient liaison between hospital staff, school medical services and teachers is essential. The Education Act (1981) places a responsibility on local authorities to provide regular schooling for all chronically ill or handicapped children. The simple provision of places in itself is insufficient to ensure that such children will be better integrated or better educated than they would have been in special schools, but is dependent on improved educational resources for teachers. By their example, this is also likely to lead to greater integration of sick children and acceptance by healthy peers. C Eiser Health Behaviour Research Group Department ofPsychology, University ofExeter Emotional aspects of childhood cancer and leukaemiaa hand-book for parents. San Diego: Leukemia Society of America, 1976 Medical student writing The requirements of scientific medical research and clinical medicine demand that those who enter these fields should be able to communicate effectively, perhaps more so than those engaged in many other disciplines. Yet in 1982 Flaherty et al.' reported that 53% of those entering medical school were below the average for National College Seniors on an English composition test. They recommended that, in selecting medical students, communication skills should be assessed and that courses in reading and writing skills should be offered to those who had been identified as being 'at risk'. Although there is no sign of the general adoption of these recommendations, increasing encouragement is now being offered to medical students who may wish to write. The traditional opportunities at the undergraduate level have, it is true, been restricted more or less to entries for medical school and hospital essay prizes and contributions to hospital journals and student gazettes. However, recently some medical schools, and these include Oxford and Newcastle, have included the writing of essays as part of their final examinations. Further encouragement is now being given by medical publishers. Thus William Heinemann & Co and Pitman Medical have in 1984 offered prizes for essays by medical students. The prize-winning entry chosen by William Heinemann & Co will be published in next month's issue of the JRSM.
Healthy as these developments are, it is rather unlikely that they will draw out to the extent that is required those medical students who have been well groomed in the medical sciences but who have not yet acquired equivalent writing skills. Such students need to be stimulated through research which they are often well equipped to undertake, even though the time for them to do so in the course of a busy curriculum is limited. In an attempt to provide such stimulation the JRSM is now prepared to consider for publication original papers, preliminary communications, reviews, editorials and discussion papers based upon research and critical but scholarly appraisal of the medical curriculum and its teaching. Papers which are accepted for publication will be featured in a new section of the journal on 'Undergraduate Medicine'. Although it is hoped that many of the authors or co-authors of papers featured in this section will be medical students, there will of course be no embargo on medically qualified authors in this section. Other contributions on clinical medicine by medical students will continue to be featured elsewhere in the journal in accordance with established customs. The Royal Society of Medicine
